D ecline in functional ability among the elderly is of clinical relevance as a marker of potentially treatable clinical disease. It is possible to screen older people for mobility issues and apply early interventions to prevent mobility problems and rehabilitate existing mobility impairments. This article discusses the predictors of mobility decline, available screening tools and the prevention and management of mobility impairment in primary care.
The GP curriculum and mobility impairment in older adults
Clinical module 3.05: Care of older adults states that the GP should be able to: . Understand the physical, psychological and social changes that may occur with age and relate them to the adaptation that an older person makes and to the breakdown of these adaptations, e.g. when hearing, vision or cognitive function continues to worsen
. Understand the concept of health and be able to promote health on an individual basis as part of the consultation in older patients
. The ability to coordinate care of the older people with other professionals in primary care and with other specialists
Mobility in the elderly
Mobility is fundamental to active ageing and is closely linked to health status and quality of life. The World Health Organization's
International Classification of Functioning, Disability and Health defines mobility broadly, including both indoor and outdoor movement as well as the use of assistive devices and transportation (World Health Organization, 2001 ).
Since the turn of the century, there has been a rapid increase in the proportion of people older than 65 years. It is important to understand the development of mobility limitation. Generally, old age is linked with functional decline and hence reduced mobility without a comorbid condition, seldom presents as a complaint in general practice. To prevent disability, it is important to identify those at risk of imminent disability progression. To address mobility concerns, use of screening tools for detecting elderly individuals with balance and mobility impairment is helpful. Thereafter specific intervention, rehabilitation, supportive environments and other provision can be planned and introduced.
Predictors of mobility impairment
Finding predictors of decline is potentially useful for prevention and in better targeting of health and social services, as well as providing better understanding of the process of disablement. Pain, obesity and fractures due to fall are the three major causes of mobility impairment. Musculoskeletal pain among older people is associated with impaired balance and mobility limitations. Musculoskeletal pain almost doubled the risk of mobility impairment in the elderly even after adjusting for other factors such as depressive symptoms, different chronic conditions and muscle strength (Koponen et al., 2013; Lihavainen et al., 2010.) . After hip fractures protracted pain and reduced muscle strength and power in the fractured leg caused muscle power asymmetry of lower extremities and subsequent mobility decline (Portegijs, Sipila, Rantanen, & Lamb, 2008) . Hence, as GPs it is important to address and alleviate pain in order to improve the functional status of the elderly.
Obesity is a growing epidemic around the world but its influence on mobility decline in old age has only recently received scientific attention. In a 22 year follow-up study it was observed that if overweight subjects in midlife had two or more impairments (poor performance in handgrip strength, squatting test or self-reported running difficulties), the risk for old age mobility limitation increased six-fold when compared with those with normal body weight in midlife (Stenholm et al., 2007 The following two tests can be used to screen for gait instability and risk of falls.
Timed 'get up and go' test
All older adults must be asked at least once a year about falls or near falls. Older patients who report a single fall should undergo the timed 'get up and go' test.
Just before the test, the examination room door should be opened and a marker placed on the floor ten feet from the patient's chair. A standard arm chair must be used. The patient is asked to wear regular footwear and use any customary walking aid. No physical assistance is given. To familiarize the patient with the test he/she walks through the test once before then being timed. Before starting the test, the patient is informed that he/she will be timed and then asked to complete the test for a second time. The patient is scored with the time taken in seconds to complete the task.
The normal time required to complete test is less than 10 seconds. 
Tinetti's Fall Efficacy Scale
The Tinetti's Fall Efficacy Scale measures the degree of confidence a person has in performing certain activities of daily living. It is a 10-item questionnaire designed to assess confidence in older adults' ability to perform 10 daily tasks without falling. Each item is rated from 1 ('very confident') to 10 ('not confident at all'), and per item ratings are added to generate a summary total score. Total scores can range from 10 (best possible) to 100 (worst possible). Thus, lower scores indicate more confidence in walking and living independently and higher scores indicate lack of confidence and greater fear of falling.
The following two tests can be used to screen for balance.
Modified Romberg Test
The Modified Romberg test shows promise as a screening test of vestibular-mediated balance function that predicts the clinically important risk of falling during normal daily activities (Agrawal, Carey, Hoffman, Sklare, & Schubert, 2011 (Cohen, Blatchly, & Gombash, 1993) .
The Functional Reach Test
The Functional Reach Test is a quick and simple, single-task dynamic test that defines functional reach as 'the maximal distance one can reach forward beyond arm's length, while maintaining a fixed base of support in the standing position' (Duncan, Weiner, Chandler, & Studenski, 1990) . Figure 1 explains this further. Functional reach is tested by placing a measuring tape on the wall, parallel to the floor, at the height of the acromion of the patient's dominant arm (Weiner, Duncan, Chandler, & Studenski, 1992) . A reach of less than or equal to 6 inches predicts a substantial risk of falling (Duncan et al., 1990) . . Optimize the care environment so that patient participation in functional activities and physical activities is optimized (e.g. so that care is not task focused)
. Source of data: (Duncan et al., 1990) .
InnovAiT appear more useful than others. For example, the 'timed up and go' test -as referred to in the American Geriatric Society /British Geriatric Society guidelines -is both pragmatic and frequently cited and can be used in any setting with administration requiring no special equipment. Other tests -such as the Berg Balance Test, Tinetti scale
and Functional Reach Test -may offer more detailed assessment and be of diagnostic value, but take longer to administer and require equipment and clinical expertise. These tests are more likely to be (Carter et al., 1997) and (Stevens et al., 2001) .
InnovAiT useful during a comprehensive assessment by a multidisciplinary team (National Institute for Health and Care Excellence (NICE), 2013).
Exercise and rehabilitation
The goal of rehabilitation is to restore function and prevent further disability. There is a strong correlation between muscle strength, cardiovascular tone, and the ability to perform activities of daily living, and engage in leisure activities to improve quality of life. Box 1 lists the basic principles of rehabilitation in older people. Individuals who have fallen more than once in the past year, have abnormalities of gait or balance, or both, should be referred to clinicians with skills and experience in gait and falls evaluation and management (Perell et al., 2001) . Occupational therapists and physiotherapists should also be involved.
As a preventive measure, it is recommended that older adults engage in 30 minutes of physical activity daily, incorporating aerobic activity (walking, dancing, swimming, biking), resistance training and flexibility. Exercising large muscle groups (for example, quadriceps strengthening exercises) helps to maintain the ability to stand and properly ambulate. Such exercises can be beneficial in maintaining the ability to participate in leisure (for example, gardening and golfing) and social activities (for example, dancing) as well as further reduce the risk of functional decline.
Prevention of falls at home
In adults who are 65 and older, fall is the leading cause of injury and death, but also the most common cause of non-fatal injuries and hos- . Cardiac pacing where indicated Table 3 lists the environmental hazards and advice on modifications.
Compliance among the elderly is best achieved when they are involved in making decisions about care and readiness to change behaviours to prevent falls. Leaflets or pamphlets are available for display in waiting rooms and in languages other than English. Information, verbal and written for patients and carers can include the importance of assistive devices and hip protectors along with ways to prevent falls and summon help in the event of a fall. For example, community alarm systems are very useful. A new smart sensor, SIMBAD which uses a low-cost array of infrared detectors is available and may help detect falls in the community (Sixsmith & Johnson, 2004 
